INTRODUCTION AND OBJECTIVES: Distal ureteral strictures pose a potential risk for renal impairment. The surgical gold standard involves ureteroneocystotomy with transection of the ureter. We present the technique of side-to-side anastomosis as a useful treatment option that avoids aggressive distal ureteral dissection and further compromise of blood supply. Additionally, the presence of the native ureteral orifice allows for ureteroscopic access if required.
METHODS: In this video, we show our robotic surgical technique for side-to-side anastomosis for distal ureteral stricture performed by three genitourinary reconstructive surgeons from three different institutions. Our technique involves the performance of adequate ureterolysis of the healthy, proximal and non-strictured segment. Extensive dissection of the posterior ureter towards the ureterovesical junction is avoided, preventing vascular compromise. Indocyanine dye can be used to demonstrate vascularity prior to anastomosis. A psoas hitch or bladder mobilization can be performed to take tension off prior to performing the anastomosis. A ureterotomy and cystotomy are made to perform a long anastomosis using absorbable suture. Prior to closing the ureteroneocystotomy, a double lumen stent is placed. Lastly, we highlight the use of ureterscopy via the native ureteral orifice in these cases.
RESULTS: Among our institutions, a total of 15 patients underwent a total of 16 robotic distal ureteral side-to-side anastomosis from 2012 to 2018. The median age and body mass index were found to be 64 years (IQR 51 to 68) and 29 (IQR 27 to 34), respectively. The median stricture length for all treated patients was 3 cm (IQR 2.5 to 3.3). Our median operative time and estimated blood loss were 178 mins (IQR 150 to 204) and 50cc (IQR 38 to 100), respectively. The median length of stay was 1 day (IQR 1-2) with a follow-up of 5 months (IQR 4 to 5). A total of 15/16 (93.8%) patients were found to have clinical improvement for pain. All patients with follow-up imaging had radiographic improvement with decrease in hydronephrosis.
CONCLUSIONS: A side-to-side ureteral reimplantation for distal ureteral strictures is a feasible and reproducible technique as evidenced by our multi-institutional experience. Furthermore, a nontransecting technique which minimizes dissection and disruption of blood supply may be particularly well suited for radiation induced distal ureteral strictures. sought to characterize and demonstrate single port specific techniques for a true single port robotic assisted ureteroneocytostomy.
METHODS: We present a 34 year-old female with a past surgical history of an obliterative, right, distal ureteral stricture after undergoing a total abdominal hysterectomy for benign indications. After a period of ureteral rest with a nephrostomy tube, the patient elected to undergo a robotic assisted ureteroneocystostomy using the da Vinci SP platform.
RESULTS: Operative time was 127 minutes, estimated blood loss was 20cc, and there were no complications. Incision length was a 2.5 cm and was located at the infra-umbilicus. This was successfully completed without the use of an assistant port.
CONCLUSIONS: To our knowledge, this represents the first experience of a robotic assisted ureteroneocystostomy using the da Vinci SP platform without the use of an assistant port.This approach is safe and revealed a similar operative time to other types of robotic console systems. SP specific considerations include suction device placement and needle entry without the use of an assistant port. An advantage of this technique includes improved cosmesis as well as enhanced visualization and dexterity of the fully jointed surgical instruments. Further studies are needed to assess for differences in perioperative outcomes.
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V03-08 EXTRA ANATOMICAL URINARY DERIVATION (EAUD) FOR THE DEFINITIVE TREATMENT OF COMPLEX URETERAL STENOSIS: DESCRIPTION OF A MODIFIED TECHNIQUE IN THE SUPINE POSITION
Ioannis Kartalas Goumas*, Michele Talso, Elena Tondelli, Vimercate, Italy INTRODUCTION AND OBJECTIVES: Treatment of complex ureteral stenosis or lesions can be challenging. Ureteral bypass connects directly the renal cavities to the bladder with a specially designed subcutaneous tube. The main indication is in patients with an indwelling nephrostomy tube due to a ureteral obstruction related to malignancy. It has been previously reported that this option improves patients' quality of life. We present a modified technique of ureteral bypass in the supine position that facilitates the procedure.
METHODS: The Detourä nephro-vesical subcutaneous bypass is a 30 Fr tube that is made of 2 components: an outer reinforced PTFE sheath with porous structure and a silicone inner sheath. We modified the position of the patient based on our experience with percutaneous nephrolithotomy in the supine position. If the patient has an indwelling nephrostomy catheter in a proper position then we proceed with a dilatation of the percutaneous access using fascial dilators or a balloon, and a 30 Fr Amplatz sheath is inserted. If the nephrostomy is not in an adequate position, an ultrasound guided percutaneous access is performed through an adequate calyx with a direct access to the renal pelvis. Dilatation then proceeds as described above. The Detourä proximal end is positioned into the renal cavities through the Amplatz sheath. The bladder is then isolated through a minilaparotomy. A subcutaneous tract between the bladder and the percutaneous access is created with a tunneler and the Detourä in passed through the tract in order to reach the bladder. A 1 cm cystotomy is performed on the bladder dome. The Detourä distal end is then tailored to the proper length and it is anastomosed to the bladder. A bladder catheter is left in place for 5 days.
RESULTS: 19 subcutaneous extra-anatomical urinary diversions were performed in 17 patients (2 bilateral) using the modified technique between 2016 and 2018. Mean operative time was 120'. In 12 cases an ex-novo percutaneous access was created. There were no intraoperative complications. In 4 cases an explant was performed: 1 due to displacement of the bypass distal end, 1 due to a multidrugresistant infection and in 2 cases due to an enteric fistula.
CONCLUSIONS: The supine oblique position or the lithotomy oblique position allows a direct simultaneous access to the kidney and
